I n d I a n J o u r n a l o f P a t h o l o g y a n d M I c r o b I o l o g y ¦ V o l u M e 6 0 ¦ I s s u e 3 ¦ J u l y -s e P t e M b e r 2 0 1 7 445 Editor, The publication on "subcutaneous cysticercosis and cytological findings" is very interesting. [1] Bhadani et al. mentioned that "The case discussed here highlights the presence of all the parasitic elements together in a single case, which is a very rare and an amazing finding to get on cytology." [1] We agree that it is very amazing and how the cytological finding can be derived is more suspicious. The basic possible explanation is there is a pitfall in aspiration. Due to the very small inlet to the needle, it is not possible that the whole parasitic body can be sucked and aspirated in a single aspiration. This might reflect the problem of cytological technique and might be a preanalytical error in specimen collection. Finally, if there is any complication after aspiration and rupturing of the parasitic cyst, it should be further discussed.
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Megakaryocytic blast crisis in chronic myeloid leukemia: A primary presentation
Editor, Chronic myeloid leukemia (CML), a classic chronic myeloproliferative disorder, is a clonal stem cell disorder characterized by the acquisition of an oncogenic BCR/ABL fusion protein-a reciprocal translocation (t(9;22) (q34;q11)) and by the proliferation of granulocytic elements at all stages of differentiation. Nearly 10% of patients of CML present in blast phase. Megakaryocytic blast crisis in patients with CML is unusual, constituting <3% of transformed cases. [1] A 26-year-old male patient presented to our hospital with complaint of low-grade fever and abdominal pain for the past 6 months. There was no history of a cough, anorexia, weight loss, and bleeding from any site. There was no history of any antecedent hematological disorder. On general examination, the patient had pallor, huge splenomegaly. Physical examination was otherwise unremarkable.
Hemogram revealed hemoglobin -7.2 g/dl, white blood cell (WBC) -33500/µl, platelet -2.43 lakh/µl. The peripheral smear showed mild microcytic mild hypochromic red blood cells (RBCs), mild anisopoikilocytosis, few elliptocytes seen with 6 nucleated RBC/100 WBC. The leukocyte differential count was blasts 45%, promyelocyte 1%, myelocyte 3%, metamyelocyte 4%, basophil 8%, eosinophil 5%, band 3%, neutrophil 18%, and lymphocytes 14%. The blasts showed mild to moderate amount of basophilic cytoplasm, round nuclei with the high nucleus-cytoplasm ratio, with fine chromatin, 1-3 nucleoli. Some of the blasts showed cytoplasmic blebs. Platelet count was normal, with some giant platelets and many micromegakaryocytes seen.
Bone marrow aspirate having 46% blasts and 17% basophils and myeloid to the erythroid ratio of 8:1.
Bone marrow biopsy shows striking proliferation of atypical cells showing single to multiple dark hyperchromatic nuclei and moderate to abundant cytoplasm, mimicking megakaryocytic differentiation, distributed diffusely throughout the marrow with few vague clusters of two to many cells. A few focal areas of erythroid precursors are seen, few myeloid precursors seen. Marrow background shows eosinophilic material. Reticulin stain revealed Grade III fibrosis.
